Objectives: To apply component network meta-analysis (CNMA) models to an existing Cochrane review of psychological preparation interventions for adults undergoing surgery and to extend the models to account for covariates to identify the most effective components for improving postoperative outcomes.
Introduction
Systematic reviews often study complex interventions comprising multiple components that may be delivered individually or in combination. One commonly accepted definition is that a complex intervention consists of ''a number of components that may act both dependently and independently'' [1, 2] .
Network meta-analysis (NMA) is an extension of pairwise meta-analysis (MA) methods to the setting where we have three or more interventions [3] . NMA incorporates both direct evidence from trials directly comparing two or more treatments (eg, a direct comparison between treatments A and B) and indirect evidence which arises when two treatments are both directly compared with the same third treatment (eg, indirect comparison of A and B, where each is directly compared with treatment C in separate trials). NMA uses a single statistical model to combine both the direct and indirect evidence within a network to estimate intervention effects for every treatment combination, regardless of whether two interventions have been directly compared or not [4] .
In 2009, Welton et al. proposed four increasingly complex component network meta-analysis (CNMA) models (that increasingly make less strong assumptions) for assessing component effects of complex interventions [5] . The simplest model is equivalent to a pairwise MA and assesses the effect of any intervention. The models build in complexity introducing additive component effects, pairwise interactions between components, and unique effects for each observed combination of components. A citation review (July 2017) suggested that this article has been cited over 130 times in general methodology and NMA articles, but we have only identified one other research group that appears to have fully applied the CNMA method in practice [6e8] .
In 2016, a meta-analysis published in the Cochrane Database of Systematic Reviews identified better postoperative outcomes for patients receiving psychological preparation before surgery [9] . The term ''psychological preparation'' refers to strategies designed to influence a person's thoughts, feelings, or actions. Johnston and V€ ogele [10] found that seven types of psychological preparation led to patient benefit for at least one postoperative outcome: providing procedural information (what, when, and how events will occur, aiming to reduce anxiety by reducing uncertainty); sensory information (sensations associated with a procedureeeg, what it will feel or smell like, expected to reduce anxiety by eliminating unexpected, and therefore worrying sensations); behavioral instruction (telling or teaching participants about actions they should perform to enhance the experience or outcomes); cognitive interventions (to change how an individual thinks, particularly aiming to reduce negative thoughts and thereby reduce negative emotions); emotion-focused interventions (to help the individual to manage their feelings); relaxation; hypnosis.
While surgery may be intended to improve (or diagnose) health conditions, it also has short-term impacts on outcomes such as pain and activity levels. How people think and feel before surgery impacts postoperative outcomes. For example, anxiety, depression, and catastrophizing have been found to predict postoperative pain [11e14] . There are a range of mechanisms by which psychological factors may influence postsurgical outcomes. Pain tends to be experienced as more severe when negative emotions are experienced [15, 16] ; behaviors are influenced by cognitions and emotions (eg, ambulatory behaviors postsurgery; using patient-controlled analgesia), and stress is associated with slower wound healing [17, 18] .
The 2016 review included 105 randomized controlled trials, where each active trial arm was classified as comprising between one and four psychological components. The outcomes were restricted to postoperative pain, negative affect (negative emotion, such as anxiety, depression), hospital length of stay, and behavioral recovery; findings for behavioral recovery were not included in a metaanalysis because of the small number of suitable studies and diversity of outcome measures. The analyses were limited to pairwise meta-analysis comparisons in which any form of intervention was grouped together in an ''any intervention'' arm and compared with ''control''. The review suggested a benefit of psychological intervention, but interpretation of the results for the effect of the individual components was more difficult. For each type of psychological component, subgroup analyses were conducted for two groups of trials: (1) those with an intervention group that contained only that component and (2) those with an intervention group including the component of interest, possibly in combination with other components. Most psychological interventions tended to be delivered in combination with other components, complicating the interpretation of these subgroup analyses. For all three outcomes meta-analyzed, better outcomes were identified with intervention compared with control. However, for all three outcomes, there was evidence of statistical heterogeneity. Further analysis was therefore required to identify individual component effects and to account for heterogeneity.
Further complexity in identifying component effects may arise from heterogeneity between trial results caused by factors other than intervention components including differences in baseline risk across trials. As defined by Achana et al. ' 'baseline risk reflects the burden of disease in a study population and defines the average risk of a patient to experience the outcome of interest if they have not been treated'' that is, the expected outcome for a patient who does not receive psychological preparation [19] . Thus, if variables, in addition to those describing the intervention, modify treatment effects, then it is desirable to identify them and include them in the statistical model. In this article, we will assess the effect of baseline risk on treatment effectiveness using the mean effect for the control group. To illustrate, heterogeneity may arise as length of stay is likely to be longer in older trials or for some surgical procedures; control groups are subject to these influences, and their means reflect the baseline risk. In addition, there is ample evidence that effect sizes for an intervention are strongly influenced by the inputs to the control or ''standard care'' group and so controlling for baseline risk allows the effects of interventions to be investigated as if their control groups were equivalent [20] .
In this article, we report extended analyses of the Cochrane review data on psychological preparation for adults undergoing surgery under general anesthesia. We increase our understanding of the data by applying CNMA models to identify the most effective components of psychological preparation for improving postoperative outcomes. Given the substantial between-study heterogeneity in this review, we also extend the models used by Welton et al. [5] to include baseline risk and type of surgery.
Methods

Study population
We used data from 71 trials included in the metaanalyses of length of stay, pain, and negative affect reported in the Cochrane review of psychological preparation and postoperative outcomes for adults undergoing surgery under general anesthesia (full reference list in Appendix A/ Appendix on the journal's web site at www.elsevier.com). The Cochrane review included an additional 34 trials, which were included in narrative syntheses only as there was insufficient information for them to be included in the meta-analyses. These trials are not considered in this article. Interventions consisted of between one and four components made up of the following psychological preparations: procedural information (P), sensory information (S), behavioral instruction (B), cognitive intervention (C), relaxation (R), and emotion-focused techniques (E). A seventh category used in the Cochrane review, hypnosis, was combined with the R category due to the low number of trials including this component, and because hypnosis procedures typically incorporate R elements.
Outcomes
Three outcomes were considered: length of stay, postoperative pain, and negative affect (negative emotion, eg, anxiety, depression). Length of stay was measured as the number of days a patient remained in hospital following surgery. Pain and negative affect were measured using a number of different standard scales across trials (details on which underlying scales were used in each study can be found elsewhere [9] ). For these two outcomes results were synthesized as standardized mean differences (SMDs) using Hedges' g.
Included studies
We essentially used the same data as the Cochrane review but included some trials only in sensitivity analyses for the following reasons. One trial [21] was identified in the Cochrane review as an outlier and excluded from the primary analysis of pain. One trial [22] reporting change from baseline rather than final score was excluded (here) from the primary analysis of pain. Five trials [23e27] reporting change from baseline rather than final score were excluded from the primary analysis of negative affect. One trial [28] that provided binary outcome data only was excluded from all pain analyses. In addition, we were able to include one trial [29] , which was excluded from the Cochrane analyses because it did not have a control arm.
Statistical analysis
Initially, four models were fitted using the contrastbased data approach of Welton et al., 2009 [5] . A linear regression model was used, where m j represents the mean response for the baseline intervention b j (ie, the control arm) in trial j. Then q jk , the mean outcome for intervention k from trial j, was modeled as:
d jk represents the mean difference (MD) in the change in outcome for intervention k relative to the baseline intervention b j in trial j with between-trial variance t 2 . d k is the MD of the outcome for intervention k relative to the reference treatment across the network (ie, the ''treatment'' effect for intervention k compared with control). The four models arise from making different assumptions about d k .
Model 1 recreates the original Cochrane review by combining all interventions into one arm and comparing them to the control arm.
Model 2 allows additive main effects in which each component has a separate effect. In this model, the total effect of an intervention is equal to the sum of the relative component effects.
Model 3 is an extension of model 2 with extra terms for combinations of pairs of components (a total of 13 pairwise interactions between components for length of stay, 12 for pain, and 11 for negative affect). This allows pairs of components to have a bigger or smaller effect than would be expected from the sum of their individual components.
if intervention includes components P and S 0; otherwise Finally, model 4 is a standard NMA model in which each possible combination of components is considered to be a separate intervention so that each possible combination of components has its own effect, regardless of whether it is made up of one or four components. For example, in a network consisting of the six intervention combinations P,
where each d 5 1 only for each specific disease combination and 0 otherwise (eg, for intervention P þ S, the treatment effect is given by d PþS only).
For outcomes combined on the SMD scale, we standardize each outcome by dividing the mean change in outcome for intervention k from trial j (a jk ) by the pooled standard deviation (SD j ) across all trial arms from trial j so that:
Models 1e4 are then fitted as previously described. Throughout this article, component effects are presented compared with the reference treatment ''control''. In the Cochrane review trials, reporting final score and change from baseline were synthesized together. However, when considering standardized scales the ''difference in standard deviation reflects differences in the reliability of the measurements'' rather than differences in the measurement scale [30] . Therefore, in the present article, primary analyses for pain and negative affect included trials reporting final score only. All analyses took into account adjustment for multi-arm trials [31] .
Inclusion of covariates
Control group mean (used as a measure of the expected outcome without intervention) and type of surgery were considered for inclusion into the CNMA models, adapting preexisting methods [19] . Control group mean was centered on the mean control group outcome across all trials. Therefore, the treatment effect model coefficients can be interpreted as the treatment effect at the average value of the covariate.
Type of surgery was split into three categories (cardiovascular [CV], orthopedic, and other) and fitted as a categorical covariate through a series of indicator variables with ''other'' treated as the reference group. Further details regarding the fitting and implementation of these models can be found in Appendix B/Appendix on the journal's web site at www.elsevier.com.
Simultaneous assessment across the multiple outcomes
To assess whether there is any agreement across the three outcomes about which component or components are most effective, we calculated the probability of being the best component for each outcome and present these results for all outcomes in a bar chart [32] . In addition, we calculated the probability of each component taking each rank from most effective to least effective and display these results as a line graph for each component.
Results
In this section, we present the results for length of stay and pain. Results for negative affect are presented in Appendix C/Appendix on the journal's web site at www. elsevier.com. Sensitivity analyses for pain are presented in Appendix D/Appendix on the journal's web site at www.elsevier.com. Additional tables and figures are included in Appendix E/Appendix on the journal's web site at www.elsevier.com.
Length of stay
We considered a network of 35 trials assessing 18 different combinations of components ( Figure 1 ). Model 1 identified a reduction of À0.541 days (95% credible interval [CrI]: À0.913, À0.203) for any intervention compared with control (Table 1) . However, this model was unable to identify the component effects, and based on the deviance information criteria (Table E1 , Appendix E/ Appendix on the journal's web site at www.elsevier.com) and clinical advice, model 2 was selected as the most appropriate model. From this model, P, S, B, C, and R were all identified as reducing length of stay although the CrIs for all components included zero suggesting that no single component was effective on its own (Table 1) . Similarly, although E could increase length of stay, the CrI is wide and includes zero reflecting the uncertainty around the direction of effect. In addition, there was evidence of heterogeneity in this model (t 5 0.812). The combinations P þ S þ B (MD: À0.956, 95% CrI: À1.619, À0.352) and P þ S þ R (MD: À1.016, 95% CrI: À1.998, À0.052) both had CrIs excluding zero and reduced length of stay by approximately 1 day each. 
Pain
For postoperative pain, we considered a network of 36 trials assessing nineteen different combinations of components ( Figure 2 ). To fit model 1, which compared any intervention with control, we had to exclude the one trial, which compared two different forms of intervention without a control arm [29] . Model 1 identified evidence of a reduction in pain of À0.145 standardized units (95% CrI: À0.274, À0.016) for any intervention vs. control (Table 1) . Based on the deviance information criteria (Table E1 , Appendix E/Appendix on the journal's web site at www.elsevier. com) and clinical advice, model 2 was selected as the most appropriate model. From this model, we identified some evidence of heterogeneity (t 5 0.241). R was identified as the most effective component reducing pain on average, by À0.277 and had a CrI excluding zero (95% CrI: À0.490, À0.058). The greatest reduction in pain was for the component E although the CrI included zero (SMD: À0.388; 95% CrI: À0.842, 0.074). The combinations B þ R, S þ R, S þ B þ E, and S þ B þ R all had CrIs excluding zero.
Inclusion of covariates: length of stay
The mean control group length of stay across all trials was 9.4 days. Model 2 was fitted including control group mean as a common effect across all components. In this model, parameters represent the mean difference for a trial with a control group length of stay of 9.4 days. For every 1 day increase in the control group length of stay, there is a mean reduction of À0.098 days (95% CrI: À0.157, À0.043) in the intervention group length of stay ( Table 2) . Components P, S, B, C, and R were all identified as reducing length of stay, whereas component E increased the length of stay. However, B was the only component with a CrI excluding zero. B reduced the length of stay in the intervention group by a mean difference of À0.561 days (95% CrI: À1.047, À0.111) when the control group length of stay was 9.4 days (Table 2, Figure 3 ). The inclusion of control group mean slightly reduced the amount of heterogeneity in the model (t 5 0.759). Figure E2 /Appendix on the journal's web site at www. elsevier.com presents estimates of the reduction in length of stay for combinations of control group length of stay and intervention. As the control group length of stay increased, the benefit of interventions in reducing length of stay increased ( Figure E1 , Appendix E/Appendix on the journal's web site at www.elsevier.com). For example, component R did not, on average, reduce length of stay when the control group length of stay was only 5 days but reduced length of stay by almost 1 day for a control group length of stay of 15 days (Table E2 , Appendix E/ Appendix on the journal's web site at www.elsevier.com).
Ten trials considered CV surgery, nine orthopedic surgery, and seventeen other types of surgery. Length of stay in the control groups of CV trials ranged from 5.1 to 9.9 days, in the orthopedic trials from 2.7 to 18 days, and in the other trials from 2.1 to 18.6 days. Model 2 was fitted including an independent effect for each component for type of surgery. Components P, S, and B were identified as having different effects for different types of surgery (Table E3 & Table E4 , Appendix E/Appendix on the journal's web site at www.elsevier.com).
We included both control group mean and surgery within model 2. From this model control group mean was identified as being important, reducing length of stay by À0.099 days (95% CrI: À0.164, À0.038) for every 1 day increase in control group length of stay ( Table 3) . The model suggested that the effect of S differed for CV surgery compared with both other and orthopedic surgery (Table 3) . For a control group length of stay of 5 days, S reduced length of stay in CV trials by 1.5 days. This reduction increased as the control group length of stay increased (Table 4 ). The effect of B differed for CV surgery compared with other surgery (Table 3) . With a control group length of stay of 5 days, there was evidence that B was only effective in reducing length of stay for other types of surgery. However, when control group length of stay increased to 15 days, B reduced length of stay for all three types of surgery (Table 4 ). In contrast even with a control group length of stay of 15 days, S did not reduce length of stay for orthopedic surgery (Table 4) . Including both control group mean and type of surgery reduced the amount of heterogeneity in the model further (t 5 0.535). For CV surgery, Figure E2 (Appendix E/Appendix on the journal's web site at www.elsevier.com) suggests that components S and E have the greatest probability of being the most effective components for reducing length of stay. However, the wide confidence intervals for E in both Table  E3 (Appendix E/Appendix on the journal's web site at www.elsevier.com) and Table 4 highlight the fact that there are no CV trials which considered the component E. Likewise, there are no orthopedic trials which considered the components C and R. These results are driven by the prior distributions from the model and should be interpreted with caution (and hence their vast 95% CrIs). Following C and R, the component with the greatest probability of reducing length of stay in orthopedic trials was P. However, Table 4 shows that for P to be effective at reducing length of stay in orthopedic trials, the control group length of stay needs to be high. For other types of surgery, B had the greatest probability of being the most effective component.
Inclusion of covariates: pain
Model 2 was fitted including a common covariate effect of control group mean. The CrI for control group mean included zero (mean: À0.007, 95% CrI: À0.057, 0.042) ( Table 2 ). However, when control group mean is included in the model, R is still the only component with a CrI excluding zero.
Five trials considered CV surgery, twelve considered orthopedic surgery, and 20 considered other types of surgery. Model 2 was fitted including an independent effect for each component for type of surgery. However, there was no evidence to suggest that component effects differed by type of surgery (Table E5 , Appendix E/Appendix on the journal's web site at www.elsevier.com).
Simultaneous assessment across the multiple outcomes
For each outcome, Figure 4 shows the probability that a particular component is the most effective. E had the greatest probability of being the most effective component for improving pain but had little effect on length of stay or negative affect (also shown in Figure E3 , Appendix E/ Appendix on the journal's web site at www.elsevier.com). However, in Table 1 , R was the only component with a CrI excluding zero for pain and E had a wide CrI including zero. The probability of a component being the most effective fails to take into account the uncertainty surrounding the component effect. Therefore, in this case, the probability of E should be interpreted with caution and more emphasis placed on the component effect where the uncertainty surrounding the component effect can be quantified by the CrI [33] .
In Table 3 and Figure E2 (Appendix E/Appendix on the journal's web site at www.elsevier.com), we identified that the most effective component for reducing length of stay depends on the type of surgery. Therefore, in Figure 4 , the probability of being the most effective component is similar for P, S, B, C, and R. This is also shown in Figure E3 (Appendix E/Appendix on the journal's web site at www.elsevier.com), where these components have similar ranking profiles.
The component which appeared to be the most consistent across all three outcomes was R which had a probability of approximately 20% of being the best component for each outcome (Figure 4 ). However, both Figure 4 and Figure E3 (Appendix E/Appendix on the journal's web site at www. elsevier.com) show that no one component can be identified as the most effective component across all three outcomes. .5 Pain Benefit to control Benefit to control Fig. 3 . Forest plot of component effects for length of stay and pain from model 2 including control group mean. P, procedural information; S, sensory information; B, behavioral instruction; C, cognitive intervention; R, relaxation; E, emotion-focused techniques; MD, mean difference; SMD, standardized mean difference; CrI, credible interval.
Discussion
The use of NMA has grown considerably in the last couple of decades, but the full potential of this flexible methodology has perhaps yet to be realized. One such extension, the CNMA approach of Welton et al. [5] has been little used to date but offers the potential to separate out component effects and thus has the potential to produce more clinically relevant results. This approach could be more widely used in systematic reviews involving complex interventions.
We have performed detailed further analyses of the data from a review on psychological preparation for adults undergoing surgery under general anesthesia [9] , using CNMA methods to extend our understanding of the data and identify the most effective components for reducing length of stay, pain, and negative affect. The original Cochrane review identified that, on average, across all combinations of interventions evaluated, intervention was better than control for improving all three outcomes, but the effect of individual components was less clear given that the majority of the evidence-base concerned trials where these elements were delivered in combination.
The CNMA results support the findings of the original review in suggesting that any of the investigated types of psychological preparation may reduce length of stay in hospital by around half a day, an effect which may not only be clinically important but which may also represent substantial resource savings for health providers. Our results suggest that all psychological components, other than emotionfocused interventions may contribute to this benefit, with the strongest evidence for behavioral instruction.
Our results also confirmed benefits of any psychological intervention on both pain and negative affect (with effect sizes that may be considered low to moderate on a standardized scale [34] ). There was evidence that relaxation may improve postoperative pain. However, emotionfocused techniques were ranked as the most likely to be of benefit despite the uncertainty surrounding the estimate of effectiveness. In addition, although E could be beneficial for pain, there was a possibility of a negative effect on length of stay. There was insufficient evidence that individual components contributed to the overall reduction in negative affect, but procedural and sensory information emerged as the most likely beneficial components. Overall, we were unable to identify any one component as the most effective across all three outcomes.
In clinical practice, the results support the use of psychological preparation for surgery to achieve emotional, pain, and resource use benefits. In particular, relaxation has been shown to be beneficial for reducing pain, and there is some indication that procedural information, sensory information, and behavioral instruction may be effective at reducing hospital stay for different types of surgery. In addition, combining components could maximize the benefit of receiving psychological intervention. However, some components and combinations have not been sufficiently evaluated to draw conclusions. Furthermore, greater gains are made when normal care results in longer length of stay or more negative affect, confirming the earlier findings of de Bruin et al. [20] in the context of HIV adherence. However, given the considerable uncertainty and residual heterogeneity in the CNMAs, further studies would be required before more detailed recommendations can be given. To that end, using a component-based model helps to inform specific gaps in the research and could potentially be used formally to inform which combinations of components should be evaluated in future trials [35] .
Before this analysis, there was uncertainty surrounding which CNMA model would be the most clinically meaningful. Therefore we used the deviance information criteria as a guide for choosing the most appropriate model alongside clinical expertise. Clinical expertise was important because deviance information criteria is a statistical Abbreviations: P, procedural information; S, sensory information; B, behavioral instruction; C, cognitive intervention; R, relaxation; E, emotion-focused techniques; CV, cardiovascularl; CrI, credible interval. measure of model fit, which identifies the model with the best fit to the data which may not always be the most clinically meaningful model. A 2003 study showed that only 6% of trials detected statistically significant treatment interactions between components [8, 36] . We assessed pairwise interactions between components through model 3, which relaxes the additivity assumption for combinations of two components but not for combinations of three or more components. With few studies evaluating each component, model 3 could be underpowered to identify any interactions. However, we felt it was important to consider the possibility of interactions although we were limited to considering pairwise interactions only, and this should be kept in mind when interpreting the results. For all three outcomes, the additive main effects model was selected as the most appropriate model. The additive effects model assumes that the effect of each component is independent of any other components it might be combined with. When Abbreviations: P, procedural information; S, sensory information; B, behavioral instruction; C, cognitive intervention; R, relaxation; E, emotionfocused techniques; CV, cardiovascular; CrI, credible interval.
the assumption of additivity is valid, then the additive effects model can increase the precision in the estimates of the component effects. However, when the assumption is violated, the component effects may be biased. Previous work by Thorlund et al. has shown that the additive effects model is valid as long as approximate additivity can be assumed [8] .
A key assumption of NMA (and pairwise MA) is similarity in the definition of components across trials [37] . In this review, there was considerable variation in the definitions of interventions and outcomes, for example ''behavioral instruction'' could refer to strengthening exercises the patient is told to carry out before surgery, or instructions about using equipment postsurgery; exact measures for pain and negative affect, and the timing of assessment, varied across studies. For all three outcomes, there was some evidence of important statistical heterogeneity, and this was only partially explained by the inclusion of specific component effects and other covariates. For example, the heterogeneity in types of surgery was reflected in the variation in the mean length of stay. However, when type of surgery was taken into account heterogeneity remained in the model.
For both length of stay and negative affect, we identified control group risk as an important covariate for improving outcomes. However, a limitation of this analysis is that control group results will depend in part on baseline characteristics and in part on the components of standard care provided to the control participants. In the original Cochrane review, it was noted that control groups were often underspecified and referred to ''treatment as usual'' in the primary studies. In addition, ''treatment as usual'' was likely to have included some procedural information and behavioral instruction, but it would have been impossible to quantify. Nevertheless, where authors did specify intervention components as part of what the control group received, it had to be clear that the intervention group was receiving more of that component than the control group for that component to be coded as being present.
A main assumption of NMA is consistency of the direct and indirect evidence. One way to check consistency is through loops in the network where the treatment effect from the direct evidence can be compared with the treatment effect from the indirect evidence [38e40] . In this article, our networks were generally star shaped with the control group at the center of the ''star'' and head-tohead comparisons between interventions mainly from multi-arm trials. Therefore, we did not have treatment loops in which we could assess the assumption of network consistency. In addition, some comparisons were only informed by direct evidence from one trial. Indirect comparisons can require up to four times as much information as direct comparisons for the same precision. Therefore, it is possible that we may have been unable to identify some important effects due to lack of power [6] .
In this article, we have fitted the CNMA models using a Bayesian framework. This has several advantages including the ability to estimate the probability that each component will be the best for each outcome. In addition, we were able to include the covariate baseline risk, correctly adjusting for potential regression to the mean due to measurement error, by using arm-based data, while synthesizing on the standardized mean difference scale; which we believe is a first for this sort of component modeling.
The analysis of complex reviews of interventions with multiple components remains challenging, particularly when time and resources are limited. Often only narrative synthesis may be possible, but when sufficient data for meta-analysis are available, there are important limitations when trying to interpret the results of multiple pairwise meta-analyses. In this article, we have illustrated the potential benefits of the more sophisticated but rarely-used CNMA methods, which we have successfully used to help elucidate the long-term effects of individual psychological components on surgery. We encourage wider adoption of these techniques and further methodological research in this area.
Supplementary data
Supplementary data related to this article can be found at https://doi.org/10.1016/j.jclinepi.2018.02.012. 4 . Probability of being the most effective component for reducing length of stay, pain, and negative affect from model 2 including control group mean. P, procedural information; S, sensory information; B, behavioral instruction; C, cognitive intervention; R, relaxation; E, emotion-focused techniques.
